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Suicide is a worldwide problem that claims over 800,000 lives annually (NIMH, 2017; 
WHO, 2017).  Almost one third of mental health professionals feel they have received 
inadequate training on suicide prevention (Jahn, Quinnett, & Ries, 2016).  Asking mental health 
clients to agree to a no-suicide contract is a widely-used practice in the inpatient mental health 
care setting but lacks efficacy and can have ethical implications (Bryan et al., 2017).  The 
NGASR was selected from a variety of suicide risk assessment tools for incorporation into a 
public inpatient mental health hospital unit in the Midwestern U.S.A.  The NGASR is unique in 
that it describes evidence-based variables known to increase a person’s suicide risk, does not 
coerce mental health clients, and attempts to help nurses improve their clinical judgment when 
assessing suicide risk (Cutcliffe & Barker, 2004).  The EBPI model was used to guide this DNP 
project, which asked “Among nurses working with mental health clients in the inpatient mental 
health hospital setting (P) how does the use of the NGASR (I) compared to the use of a no-
suicide contract (C) impact nursing practice and the quality of care for mental health clients (O) 
over a four-month period of time? (T).”   
Twenty-two out of sixty nurses (36.7%) completed the survey at the end of the DNP 
project.  Nurses felt the process of changing to the NGASR was neutral (31.82%) to negative 
(50%) with statements that the NGASR was more “time-consuming” and screened more mental 
health clients as a “high risk” for suicide than the no-suicide contract.  Nurses provided neutral 
(13.64%) to positive (59.09%) responses when asked how the NGASR changed their practice 
and mental health client care.  Nurses reported the NGASR increased critical thinking, 
awareness, and insight into the mental health clients’ problems and history.  During the two 





76.76% ($10,897.71) respectively.  It is recommended the NGASR undergo further 
incorporation and study on inpatient mental health hospital units to determine if utilizing the 
EHR is able to mitigate nurses’ perception of increased workload.  
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Chapter I: Problem 
Suicide is a worldwide problem that claims over 800,000 lives annually and is the second 
highest cause of death for people between the ages of 15 and 29 (National Institute of Mental 
Health (NIMH), 2017; World Health Organization (WHO), 2017).  In the U.S.A., suicide has a 
toll of approximately 40,000 lives annually (CDC, 2017).  The National Alliance on Mental 
Illness (2017) details that 90% of completed suicides are attributable to the presence of mental 
health problems, which can result from “genetic, biological, environmental, and psychological 
factors” (NIMH, 2016, para. 12).  Many factors have been shown to increase suicide risk 
including having a mental health diagnosis, a prior suicide attempt, a family history of mental 
health problems and/or suicide, and personal loss (NIMH, 2015).  While these factors correlate 
with increased suicidal risk, they are not always predictive and it is also important to include 
nursing clinical judgment when assessing inpatient mental health clients.  This clinical judgment 
can derive from a combination of education and experience in the mental health inpatient clinical 
setting and may be facilitated through the use of a standardized suicide risk assessment tool 
(Façanha, Santos, & Cutcliffe, 2016; Kozel, Grieser, Abderhalden, & Cutcliffe, 2016). 
The accurate assessment and prevention of mental health client harm is a primary 
function of mental health nurses in the inpatient hospital setting (Façanha et al., 2016; Kozel et 
al., 2016).  It is reported that almost one third of mental health professionals feel they have 
received inadequate training on suicide prevention (Jahn, Quinnett, & Ries, 2016).  Mental 
health clients on inpatient mental health hospital units “have a suicide rate significantly higher 
than the general population” (Kozel et al., 2016, p. 409).  Nurses who have not developed their 





essential clinical information that can place the mental health client in a position to complete a 
suicide.      
Asking mental health clients to provide a verbal no-suicide contract is presently a 
practice widely used on inpatient mental health hospital units to determine the severity of a 
mental health client’s suicide risk (Bryan et al., 2017; Puskar & Urda, 2011).  The mental health 
clients are asked if they are able to agree to not commit suicide and act to seek help if they have 
worsening thoughts of suicidal ideation (Puskar & Urda, 2011).  This practice of using the no-
suicide contract has been followed since 1973 with little evidence to show that it has efficacious 
clinical utility (Bryan et al., 2017; Farrow, 2003; Lewis, 2007; McMyler & Pryjmachuk, 2008; 
Puskar & Urda, 2011).  Mental health clients may feel pressure to agree to remain safe or try to 
use the contract as a way to get released from a hospitalization (Puskar & Urda, 2011).  McMyler 
and Pryjmachuk (2008) state that many mental health clients feel uncomfortable with the 
responsibility of the no-suicide contract.  McMyler and Pryjmachuk (2008) further describe the 
fact that many nurses initiate a no-suicide contract to relieve their own anxiety regarding the 
mental health client’s safety or as a way to obtain legal protection for themselves in the event of 
mental health client suicide.  
The use of a standardized suicide risk assessment tool that is validated through empirical 
testing is “an important secondary preventative measure that can contribute to lowering suicide 
rates in psychiatric units” (Kozel et al., 2016, p. 410).  The suicide risk assessment tool should 
additionally promote nursing clinical judgment while assessing a mental health client’s risk of 
suicide and deciding nursing interventions.  Almost one third of mental health professionals feel 
they have received inadequate training on suicide prevention and are urgently needing an 





Emergency Nurses Association (2012) developed a clinical practice guideline that lists suicide 
risk assessment tools considered for the inpatient hospital setting.  After review of this list, which 
includes the Beck Suicide Intent Scale, the Columbia Suicide Screen, the SAD PERSONS scale, 
and the Suicidal Ideation Questionnaire, the Nurses’ Global Assessment of Suicide Risk 
(NGASR) was selected for this DNP project.  There are multiple reasons for the selection of the 
NGASR over other suicide risk assessment tools.  The NGASR is unique in that it is a 
psychometric instrument that was developed for nurses based on existing evidence of known 
variables that increase a person’s risk of suicide with the intent of helping nurses improve their 
clinical judgment and ability to complete suicide risk assessments (Cutcliffe & Barker, 2004).  
An additional benefit of using the NGASR over many other assessments is that it does not coerce 
mental health clients or require their cooperation during its application.  The NGASR also shows 
distinction from other suicide risk assessment tools in that it does not consider all variables as 
equal predictors of suicide risk. An example would be a mental health client having a specific 
plan for suicide, which would carry a higher predictive value than having thoughts of suicide 
without a specific plan (Jordan & McNiel, 2018).  According to Cutcliffe and Santos (2012), this 
instrument has broad clinical utility for measuring suicide risk and has been widely-used in the 
USA and several other countries.  
The NGASR measures fifteen variables that are identified in the literature as significant 
suicide risk indicators and are weighted according to each item’s potential influence on a 
person’s decision to commit suicide, see Table 1 (Cutcliffe & Barker, 2004). Variables such as 
age and gender were not included due to those variables being an inconsistent measure of suicide 





suicide risk assessment tools and is not considered too time consuming for nurses to use in 
clinical practice (Cutcliffe & Barker, 2004).   
Table 1 
 
The Nurses’ Global Assessment of Suicide Risk (NGASR) 
 
Reprinted from “The nurses’ global assessment of suicide risk (NGASR): Developing a tool for clinical practice,” by J. R. 
Cutcliffe and P. Barker, 2004, Journal of Psychiatric and Mental Health Nursing, 11(4), 393-400. Adapted with permission.  
 
When applying the NGASR to inpatient mental health hospital unit nursing practice, the 
resulting score allows for classification into four categories of risk that have corresponding 
engagement levels.  These score categories include low (<5 – Level 4), intermediate (6-8 – Level 
3), high (9-11 – Level 2), and very high (>12 – Level 1) suicide risk.  Mental health clients 
assessed to be in engagement level 1 should be offered the highest available level of support, 
which may involve the use of a safety sitter.  Mental health clients in engagement level 2 are 
deemed to be in need of standard support paired with every 15 minute visual safety checks.  
Mental health clients in engagement level 3 would require a lower level of support paired with 
the nurse checking on the client at minimum three times a day.  Finally, mental health clients in 





client to receive outpatient care (Barker & Buchanan-Barker, 2005).  Permission for the use of 
the NGASR for this DNP project is found in Appendix A.  
Problem Statement 
The following PICOT question will be used to guide this DNP project: Among nurses 
working with mental health clients in the inpatient mental health hospital setting (P) how does 
the use of the NGASR (I) compare to the use of a no-suicide contract (C) impact nursing practice 

















Chapter II. Evidence 
 This section will first describe the Evidence-Based Practice Improvement (EBPI) model 
and discuss utilizing this model as the evidence-based framework to guide this DNP project.  
This section further describes an exhaustive literature review and evaluation of the evidence 
using the Let Evidence Guide Every New Decision (LEGEND) critical appraisal tool.  Finally, 
this section speaks to the strength of the recommendation for incorporating the change to nursing 
clinical practice. 
Evidence-Based Framework 
 The EBPI model by Levin et al. (2010) would serve as an effective framework for 
guiding the implementation of this DNP project.  The EBPI model was selected due to its 
emphasis on incorporating evidence into the clinical setting while attempting to improve nursing 
practice and client outcomes.  This is reflected in the attempt to incorporate the use of the 
evidence-based NGASR on an inpatient mental health hospital unit with the intention of 
improving nursing practice when assessing mental health client suicide risk and determining 
nursing interventions.     
The first step of the EBPI model is to describe the problem (Levin et al., 2010).  As stated 
earlier in this paper, suicide is a worldwide problem that affects many people.  Asking a mental 
health client to agree to a no-suicide contract as method for assessing suicide risk is widely 
utilized on inpatient mental health hospital units but has been determined to not be effective or 
based in evidence (Farrow, 2003; Lewis, 2007; McMyler & Pryjmachuk, 2008; Puskar & Urda, 
2011).  The application of the no-suicide contract can have ethical concerns for mental health 





interventions.  The second step of the EBPI model is to formulate a focused clinical question 
(Levin et al., 2010), which is commonly done in the PICOT format.  As previously described in 
this paper, the project PICOT seeks to determine whether the use of the NGASR compared to the 
no-suicide contract is able to have an effect on nursing practice and the quality of care for mental 
health clients on an inpatient mental health hospital unit over a four-month period of time.  The 
third step of the EBPI model entails a search for evidence (Levin et al., 2010).  An exhaustive 
review of available literature related to the NGASR as a practice intervention was undertaken 
and produced evidence that may be used to further inform the clinical question.  The fourth step 
of the EBPI model is to appraise and synthesize evidence (Levin et al., 2010).  Critical appraisal 
and synthesis of available evidence related to the NGASR was undertaken to determine the 
strength of the evidence being used to support the DNP project.  The fifth step of the EBPI 
model is to develop an aim statement (Levin et al., 2010).  An aim statement specific to a desired 
outcome of the focused clinical question would be: Reduce the unnecessary use of safety sitters 
with mental health clients by 20% over two months.  The sixth step of the EBPI model is to 
engage in small tests of change (Levin et al., 2010), which incorporate the Plan, Do, Study, Act 
(PDSA) cycle (The W. Edwards Deming Institute, 2016).  The cycle consists of four phases. In 
the “plan” phase, preparation was completed for DNP project implementation (The W. Edwards 
Deming Institute, 2016).  For this DNP project, the “plan” phase involved communicating the 
intent of the DNP project with the inpatient mental health hospital nursing administration.  The 
inpatient mental health hospital nursing administration agreed to record the frequency (number 
of times safety sitters are initiated) and length (in hours) of safety sitters used by mental health 
nurses who utilize the no-suicide contract in their practice for two months before and two months 





on the total number of mental health clients admitted to the inpatient mental health hospital unit, 
the average length of inpatient mental health hospital unit client stay, and the incidence of 
completed mental health client suicide was to be included for two months before and two months 
after the planned intervention.  Assessment and planning of nursing staff educational needs 
involved communicating with and working alongside the inpatient mental health hospital unit 
nurse educator.  The “do” phase consists of the actual incorporation of the planned intervention, 
which for this DNP project would be implementing the NGASR into nursing practice (The W. 
Edwards Deming Institute, 2016).  Education was provided to the nursing staff through a 
recorded Microsoft® Office PowerPoint® presentation on the use and implications of the 
NGASR as an alternative to asking the mental health client to agree to a no-suicide contract.  
After the education was completed, the nurses were asked to incorporate the NGASR in the daily 
assessment of mental health clients to assist with determining the need for a safety sitter.  Two 
months after incorporation of the NGASR on the inpatient mental health hospital unit, the 
nursing staff were asked to complete a voluntary de-identified written survey.  The survey asked 
the nurse’s years of experience completing suicide risk assessments, the nurse’s opinion on the 
process of change to incorporate the NGASR into their practice, and the nurse’s opinion on how 
using the NGASR was able to change their practice and the quality of care received by mental 
health clients.  The nursing survey used for this DNP project is found in Appendix B.  The 
“study” phase consisted of analyzing the results of the intervention to determine if 
implementation of the NGASR on the inpatient mental health hospital unit was able to change 
nursing practice, change mental health client care quality, and have an effect on the frequency 
and length of safety sitters used with mental health clients (The W. Edwards Deming Institute, 





have the potential to be incorporated or used to re-evaluate the goal (The W. Edwards Deming 
Institute, 2016).  The seventh and final step of the EBPI model is to disseminate best practices 
(Levin et al., 2010).  This DNP project findings will be disseminated in a report to the 
administrative personnel and nursing staff at the hospital where the nursing practice change took 
place.  Further dissemination may occur through presentation at a national nursing conference 
and publication in a peer-reviewed professional journal.  The DNP project findings will also be 
submitted to Wright State University and the University of Toledo for partial fulfillment of a 
Doctor of Nursing Practice degree.  
Literature Review 
A review of the literature was conducted to determine the level of evidence surrounding 
the use of the NGASR as a clinical tool to assist with developing nursing clinical judgment when 
assessing mental health client suicide risk.  Searches were limited to research articles published 
between January 2004 and August 2018.  The databases searched comprised of CINAHL Plus 
with Full Text, MEDLINE with Full Text, SocINDEX with Full Text, ScienceDirect, PsycINFO, 
the Directory of Open Access Journals, and Google Scholar.  The literature was searched using 
“Nurses’ Global Assessment of Suicide Risk” in all text.  Preference was given to research 
articles addressing use of the NGASR in the United States of America, but this was not a limiting 
factor.  Research articles were excluded if they were not written in the English language.  One 
hundred and sixty six results were generated using the criteria previously mentioned.  Of the 
initial results, twenty three results were designated as having possible significance to the DNP 
project PICOT question.  The reference sections of these twenty three results were hand-searched 
for additional results of interest.  In total, seven research articles were selected that focused on 





hospital unit.  Table 2 provides further delineation of the databases searched and the data 
abstraction process for this project.  
Table 2 





























Risk” in all 
text 
CINAHL Plus with 
Full Text, MEDLINE 
with Full Text, 
SocINDEX with Full 
Text, Science Direct, 
PsychINFO, 
Directory of Open 
Access Journals 






Risk” in all 
text 
Google Scholar 2004-2017 130 12 3 
 
Evaluation of Evidence 
The evaluation of evidence is important to ensure that selected research articles are valid, 
accurate, and relate to the problem statement.  Literature evaluation tables for the seven research 
articles were created and are available to view in Appendix C.  Items of interest for the seven 





NGASR as both a valid and reliable suicide risk assessment tool for inpatient mental health 
hospital unit practice settings. 
Table 3 
Literature Review Synthesis Table 
1st Author/Year Describe NGASR 


















Cutcliffe (2004) X # X X 
van Veen (2015) X X X X 
Façanha (2016) X # X X 
Kozel (2016) # X X X 
RNAO (2009) # # X # 
ENA (2012) X # X # 
Gramaglia (2016) # # X # 
    X = Present      # = Not 
Mentioned 
   
 
One research study that supports this project is by Cutcliffe and Barker (2004).  The aim 
of this study was to introduce the NGASR and utilize two expert panels to analyze face and 
criterion validity in addition to discussing use in the clinical setting.  The authors of the study 
both have experience as registered mental health nurses and are doctorally-prepared professors of 
mental health nursing.  These authors have published mental health textbooks and multiple 
articles in peer-reviewed mental health journals.  One author additionally works as a 
psychotherapist (Barker & Buchanan-Barker, 2005).  The results of the study may be considered 





developed the NGASR.  An explanation of the NGASR tool and what it measures is clearly 
described.  The literature that was cited was current, appropriate, and a mix of research studies 
and expert discussions of suicide risk assessment.  Conclusions were made by this article that 
two expert panel consensuses determined sufficient face validity and content validity for the 
NGASR when used to assess mental health client suicide risk.  This study also mentions that 
mental health inpatient hospital staff have provided feedback indicating they are satisfied with 
the use of the NGASR and feel it offers a comprehensive approach to assessing mental health 
client suicide risk (Cutcliffe & Barker, 2004).  Furthermore, this study states that a central 
purpose of the NGASR is to assist with the development of clinical judgment within nurses 
working with suicidal mental health clients.  This study stated the expert panels consisted of 
senior clinical nurses, senior nursing academics, and senior psychiatrists, although the number of 
experts and specific credentials were not detailed.  Even so, results of the study are applicable to 
the population of inpatient mental health nurses looking to improve their clinical judgment 
related to assessing mental health client suicide risk.  This article also describes how the NGASR 
supports mental health client preferences by avoiding coercion during assessment.  This article is 
important to the development of the NGASR as a suicide risk assessment but acknowledges the 
need for large scale quantitative testing. 
 The next research study that supports this project is by van Veen, van Weeghel, 
Koekkoek, and Braam (2015).  This mixed method study was clear in its purpose to 
psychometrically test and assess the feasibility of using the Dutch version of the NGASR to 
assess mental health client suicide risk (van Veen et al., 2015).  The researchers of this study 
conducted a literature review and discussed other studies supporting the reliability and validity of 





sample size and sought to test the NGASR on a larger scale.  The sample size of the study was 
252, which is the largest study currently published analyzing the use of the NGASR to measure 
suicide risk assessment.  This large sample size is a strength of the study and works to ensure 
findings did not occur by chance.  The major variables of this study were determined to be the 
reliability, validity, interpretability, and feasibility of the NGASR.  Reliability of the NGASR 
was measured alongside twenty simultaneous ratings of another suicide risk assessment tool 
known as the Beck Suicide Intent Scale (SIS).  Intraclass correlation scores were all at or above 
0.80, which is indicative of sufficient interrater reliability.  For this study the NGASR was 
determined to have low internal consistency due to a Cronbach’s alpha coefficient of 0.45.  
Principal component analysis revealed eigenvalues that were >1 for 5 items, indicating high face 
validity.  Predictive validity was calculated using multinomial regression alongside the SIS.  
Results were determined to be clinically relevant but not significant for all items, which may 
indicate poor to fair predictive validity.  Interpretability was studied through calculations of 
sensitivity (high level) and specificity (very low).  Feasibility was addressed in the discussion 
section of the article, where the authors felt the NGASR was not ideal for the Dutch psychiatric 
emergency service setting.  Nevertheless, recommendations were made for further testing.  The 
instrumentation utilized for this study appeared reliable. One hundred forty three patients were 
excluded from this study due to time limitations, safety issues, not being able to understand the 
Dutch language, or other communication difficulties. The study concludes by discussing the 
NGASR’s ease of use and suggest that it may be used to assist nurses and other professionals 






Another research study that supports this DNP project is by Façanha et al. (2016).  A 
central purpose of this mixed method study is to translate, adapt, and perform psychometric 
testing on the NGASR for the Portuguese population (Façanha et al., 2016, p. 471).  The sample 
size of the total study was 109, which was a study strength.  The sample was stated to be 
comprised of volunteers who were selected through convenience.  The major variables examined 
in this study were content, criterion, and construct validity of the NGASR.  Content validity was 
determined to be present by consensus of a panel of four expert nurses working in both mental 
health clinical and academic settings.  Data was collected using a questionnaire that contained 
SIQ, the Beck Depression Inventory (BDI), the Depression Anxiety Stress Scale (DASS-21), and 
the NGASR.  Data analysis consisted of a Cronbach’s alpha for internal consistency and linear 
regression analysis between the NGASR and the other validated suicide assessment tools for 
criterion validity.  Construct validity was determined through an exploratory principal 
components factor analysis with orthogonal varimax rotation, Bartlett’s sphericity test, and 
Kaiser-Meyer-Olkin index.  Results of the linear regression analysis showed a strong positive 
linear association (R= 0.830) between the NGASR and, BDI, DASS-21 and SIQ.  Additional 
results for construct validity described the principal components factors analysis showing 6 
factors, where the 15 predictive variables were able to explain 66.92% of the overall variance.  
Finally, internal consistency of the NGASR was measured with the Cronbach’s alpha, which was 
moderate and found to equal 0.49 (Façanha et al., 2016).  The results of the study may be biased 
as it is published in part by the author who developed the NGASR.   The instrumentation 
incorporated in this study appeared reliable.  This study demonstrates NGASR validity and is 
applicable to the population of mental health nurses looking to improve their clinical judgment in 





An additional research study that supports this DNP project is by Kozel et al. (2016).  
The intent of this cross-sectional study was to translate, adapt, and validate the inter-rater 
reliability of the German NGASR.  An exhaustive review of the literature was conducted for this 
study related to the use of the NGASR as a suicide risk assessment tool.  The sample was 
comprised of three physicians, nine nurses, and one occupational therapist in the setting of a 
gerontopsychiatric ward.  After members of the sample completed the NGASR on twelve case 
studies, inter-rater reliability was measured through the use of Cohen’s kappa, intraclass 
correlation, and AC1 statistics.  Results showed the median kappa was 0.71 (0.58-0.81) and 
intraclass correlation scores of 0.90 (absolute agreement, 95% CI: (0.81-0.96) and 
0.91(consistency, 95% CI: 0.84-0.97).  AC1 statistics found 9 items had very high rater 
agreement and 7 items had a high rater agreement (Kozel et al., 2016).  The results of the study 
may be biased as it is published in part by the author who developed the NGASR.  The 
instrumentation incorporated in this study appear to be reliable.  This study is applicable to the 
population of inpatient mental health hospital unit nurses looking to improve their clinical 
judgment in assessing mental health client suicide risk.  This study concludes the NGASR is 
feasible for a wide range of clinical settings and that users reported high satisfaction when using 
the tool (Kozel et al., 2016).  
The Registered Nurses’ Association of Ontario (RNAO) (2009) describes a clinical 
practice guideline that further supports this DNP project.  This clinical practice guideline details 
its purpose as promoting best practices for nurses to use when working with suicidal adults to 
reduce suicide rates.  The authors of this guideline were comprised of nurses and other healthcare 
professionals selected by the RNAO.  Many members of the panel consist of advanced practice 





multidisciplinary panel of experts was formed and a review of the literature was conducted 
relating to care of the adult suicidal client.  Feedback on the recommendations were provided by 
external stakeholders that included clients and family members.  A consensus from the experts 
regarding information from the literature and stakeholder feedback informed the final 
recommendations of the guideline.  For this guideline the NGASR was identified to be helpful as 
a tool to assist nurses with the assessment of mental health client suicide risk (RNAO, 2009).        
The Emergency Nurses Association (ENA) (2012) describes another clinical practice 
guideline that supports this DNP project.  This clinical practice guideline clearly states the aim to 
determine risk assessment tools and predictors that are effective in screening for self-harm in the 
emergency care setting.  The authors of the guideline were members of the Emergency Nursing 
Resources Development Committee and all show advanced degrees and certifications in 
emergency nursing.  The authors of this study report conducting a comprehensive literature 
review on suicide risk assessment tools.  The literature results were reviewed and analyzed using 
the ENA Guideline for the Development of Clinical Practice Guidelines.  The results were 
leveled using the Melnyk and Fineout-Overholt grading system, where the NGASR was 
determined to have Level B – Moderate grade as a suicide risk assessment tool that is feasible, 
valid and reliable for use in the emergency care setting for the adult client population. 
A final research study that was appraised for this project is by Gramaglia et al. (2016).  
The purpose of this case-control study was to compare clinical variables among clients admitted 
to an inpatient mental health hospital unit.  The authors of the study have credibility through 
their involvement with universities.  No conflicts of interest were declared.  The researchers of 
this study sought to improve the assessment and management of mental health clients who may 





comorbidity, medication therapy type, previous suicide attempts, Montgomery-Ăsberg 
Depression Rating Scale (MADRS) scores, and NGASR scores.  The sample consisted of 46 
clients admitted over the course of a year (November 2014 – November 2015) to a mental health 
inpatient unit in Italy.  Clients with a diagnosis of mental retardation and/or dementia were 
excluded due to inability to give consent.  Measurements of clinical variables were obtained 
using clinical interviews, the MADRS, and the NGASR.  Using chi-squared test, the t-test, and 
multivariate logistic regression, findings of this study show that previous suicide attempts are the 
most significant factor for future attempts.  Recent suicide attempts were not related to the 
severity of depressive symptoms measured with the MADRS and NGASR scores significantly 
decreased for clients between admission and discharge from the hospital.  The NGASR’s use in a 
real-life inpatient mental health hospital unit demonstrates that utilization of the NGASR is 
feasible for this setting.  
Level and Quality of Evidence  
 It is important to critically appraise and determine the strength of knowledge supporting 
clinical practice. The LEGEND critical appraisal resources offer a simple way to level and rank 
the quality of research studies to determine best evidence.  The LEGEND critical appraisal 
resources are different from other appraisal tools by not requiring the user to read a manual or 
undergo training.  Information on grading a body of evidence and judging the strength of a 
recommendation is well organized and straightforward, which allows the user to quickly gain 
meaningful information about the evidence.  The LEGEND critical appraisal resources were 
developed by Cincinnati Children’s Hospital Medical Center (CCHMC) and presents the levels 
of articles as overlapping in a table format, matching article designs against the domains of 





accordingly the intervention appraisal tool was used.  The LEGEND tool also includes an 
algorithm that assists users with determining the category of the article being ranked.  A decision 
making algorithm assists in determining the choice of the correct critical appraisal form specific 
to the article design of the clinical/PICOT question.  A table of evidence levels is used for 
assigning the level and quality of the individual articles based on clinical question domain and is 
found in Appendix D.  Out of the seven articles examined one was an expert opinion (level 5), 
two were mixed method (level 2), one was cross-sectional (level 4), one was case-control (level 
4), and two were guidelines (level 5).  Appendix E offers an outline of the types of articles 
reviewed and corresponding levels of evidence assigned. 
 Despite the level assigned based on research article design, there remains variable quality 
of the actual research.  Once the article level has been determined by the provided LEGEND 
algorithm, users are able to complete the corresponding evidence appraisal form that will assist 
with deriving the quality of the article (CCHMC, 2017). 
Using the LEGEND evidence algorithm, the research study by Cutcliffe and Barker 
(2004) was determined to be an expert opinion and the corresponding form was used to complete 
the critical appraisal (CCHMC, 2017).  An example of the expert opinion appraisal form can be 
found in Appendix F.  Cutcliffe and Barker (2004) introduced and discussed the 
development/need for the NGASR.  This authors tested the NGASR’s validity and examines its 
use in the clinical setting.  The only potential for bias or conflict of interest may come from the 
authors discussing and analyzing a tool they developed.  Alternate points of view are included 
when providing an overview of the development/need for the NGASR.  Conclusions made by the 
article are clearly articulated and applicable to the population of interest.  This article takes into 





would be appropriate for a development of care recommendation.  After consideration of these 
criteria this article was given an evidence grade of “A.”  
Using the LEGEND evidence algorithm, the research study by Façanha et al. (2016) was 
determined to be a mixed method study and the corresponding form was used to complete the 
critical appraisal (CCHMC, 2017).  An example of the mixed method appraisal form can be 
found in Appendix G.  The purpose of this article was to validate the use of the NGASR for 
health care providers of the Portuguese population.  The mixed methods study design was 
congruent with the authors’ purpose.  This article utilized both expert opinion and psychometric 
study designs.  Although expert opinion was used to determine face validity of the NGASR, it 
did not meet the criteria as being high quality.  On the other hand, the psychometric study design 
was considered to be well-developed and high quality.  The psychometric study design and the 
expert opinion were used to inform each other regarding the validation of the NGASR.  The 
results of the article were significant in that they were able to suggest good face, content, and 
criterion validity as well as moderate internal consistency.  This article takes into account nurses’ 
views when discussing clinical application of the NGASR.  This article would be fit to be 
included in a development of care recommendation. After consideration of these criteria this 
article was given an evidence grade of “A.” 
Using the LEGEND evidence algorithm, the research study by Kozel et al. (2016) was 
determined to be a cross-sectional study and the corresponding form was used to complete the 
critical appraisal (CCHMC, 2017).  An example of the cross-sectional appraisal form can be 
found in Appendix H.  The purpose of this article was to determine the interrater reliability of the 
NGASR for health care providers of the German population.  The article is congruent with the 





instruments used to measure the outcome were Cohen’s kappa coefficient and Gwet’s AC1, both 
of which are considered to valid and reliable.  This article also effective in describing appropriate 
variables and outcomes.  The article mentions that all participants were accounted for at the end 
with no attrition. The only potential conflict of interest noted was that a founding author of the 
NGASR was included as an author of this article.  The statistical analysis methods were 
appropriate but mention of a sufficient sample size was not addressed.  The results of the article 
were clinically and statistically significant by demonstrating good interrater reliability.  There 
were no reported adverse events and results of this article are applicable to the NGASR’s use 
clinically by nurses.  This article takes into account nurses’ views when discussing clinical 
application of the NGASR and would be fit for a development of care recommendation. After 
consideration of these criteria this article was given an evidence grade of “A.” 
Using the LEGEND evidence algorithm, the research study by van Veen et al. (2015) was 
determined to be a mixed method study and the corresponding form was used to complete the 
critical appraisal (CCHMC, 2017).  An example of the mixed method appraisal form can be 
found in Appendix G.  The purpose of this article is to evaluate the psychometric properties of 
the NGASR for health care providers of the Dutch population.  The mixed methods study design 
was congruent with the authors’ article purpose.  This article utilized both expert opinion and 
descriptive study designs.  Although expert opinion was used to determine face validity, it did 
not meet the criteria as being high quality.  On the other hand, the descriptive study design was 
considered to be well-developed and high quality.  The descriptive study design and the expert 
opinion were used to inform each other regarding the validation of the NGASR.  The results of 
the article were significant in that they were able to show good face and content validity as well 





consistency and predictive values were low.  The results are able to be applied to the NGASR’s 
use clinically by nurses, although there is no discussion of the views/preferences of nurses.  This 
article would be fit to be included in a development of care recommendation.  After 
consideration of these criteria this article was given an evidence grade of “A.”  
Using the LEGEND evidence algorithm, the article by the RNAO (2009) was determined 
to be a guideline and the corresponding form was used to complete the critical appraisal 
(CCHMC, 2017).  An example of the guideline appraisal form can be found in Appendix I. The 
article was helpful with answering the clinical question of this DNP project as it discussed the 
feasibility of use of the NGASR as a tool to assess mental health client suicide risk.  The overall 
objective of the recommendation was to promote best practices for nurses to use when working 
with suicidal adults to reduce suicide rates. The guideline provides specific questions relating to 
the recommendations and mentions the need for organizations to incorporate policies relating to 
the documentation of suicide risk.  The recommendation speaks specifically to the reducing the 
rate of suicide in the population of suicidal adults.  The guideline development group included 
individuals from relevant professional group of nurses in addition to consulting the views and 
preferences of clients and families.  The target user of the guideline was stated to be nurses.  The 
guideline discusses having specific criteria for systematically searching the literature.  This 
criteria required the literature to be published in 2002 or later, be in English, be evidence-based, 
and address a series of questions on management of suicide risk for adults.  The guideline 
discussed a strength of the evidence is the applicability to a wide variety of clinical settings.  A 
limitation of the guideline is that it does not take into account the most up-to-date research 
regarding the NGASR.  The methods for formulating the recommendations were clearly 





and input from stakeholders like clients and their families.  The primary risk addressed by the 
guideline state is that the use of the recommendations should not be substituted for nursing 
clinical judgment.  The guideline offers an explicit link between the recommendations and the 
supporting evidence through citation of the sources consulted. The guideline was externally 
reviewed by nurses and academics prior to its publication.  A section in the guideline was 
included addressing a procedure to update the guideline.  The recommendations offered by the 
guideline were specific and unambiguous and discussed a variety of topics and assessment tools 
related to suicide risk.  A summary of key recommendations were easily identifiable and were 
highlighted at the beginning of the guideline.  A section of the guideline offers a discussion of 
implementation strategies and provides advice on how to utilize facilitators and overcome 
barriers while putting the recommendations into practice.  In the implementation strategies 
potential staffing resource implications of applying the recommendations are addressed.  The 
guidelines discuss a monitoring system to help organizations identify opportunities for learning 
after a critical incident happens (such as a client’s suicide).  The guideline declared no conflicts 
of interest.  Views of the guideline supported the views of the RNAO.  This guideline should be 
included in a development of care recommendation.  After consideration of these criteria this 
article was given an evidence grade of “A.”          
Using the LEGEND evidence algorithm, the article by the ENA (2012) was determined 
to be a guideline and the corresponding form was used to complete the critical appraisal 
(CCHMC, 2017).  An example of the guideline appraisal form can be found in Appendix I.  The 
article addressed the PICOT question of this DNP project by supporting the NGASR’s use for 
assessing mental health client suicide risk.  The overall objective of the recommendation was 





screening for self-harm for the target users of nurses in the emergency care setting.  The 
recommendation was specific in describing the need for use of suicide risk assessment tool for 
the population of nurses working in the emergency care practice settings.  The guideline 
development group included members from all relevant professional groups but did not include 
the views and preferences of the target population.  The recommendation discusses a systematic 
approach to searching databases and selecting evidence pertaining to suicide risk assessment 
tools.  The strengths and limitations of the body of evidence were described in terms of evidence 
that was graded using Melnyk and Fineout-Overholt grading system.  The methods for 
formulating the recommendations were clearly described as coming from the ENA Guideline for 
the Development of Clinical Practice Guidelines.  A description of the health benefits, side 
effects, and risks considered in formulating the recommendations was not provided.  A link 
between the recommendations and the supporting evidence was provided by direct links to the 
literature.  The recommendation states that it was externally reviewed by the Institute for 
Emergency Nursing Research prior to publication.  No procedure for updating the guideline was 
provided.  The recommendation supporting the NGASR’s use for assessing adult suicide risk is 
clearly stated.  Multiple options in terms of suicide risk assessment tools were clearly provided 
and recommendations are easily identifiable.  The guideline described facilitators for 
incorporation of a suicide risk assessment tool as being recommendation from organizations like 
the Joint Commission, where barriers may be length of the assessment tool.  The guideline did 
not provide advice on how to incorporate the suicide risk assessment tool or where to find 
resources for application.  The guideline also did not present monitoring and/or auditing criteria.  





were discussed.  This guideline should be included in a development of care recommendation.  
After consideration of these criteria this article was given an evidence grade of “A.”   
Using the LEGEND evidence algorithm, the seventh research article by Gramaglia et al. 
(2016) was determined to be a case-control study and the corresponding form was used to 
complete the critical appraisal (CCHMC, 2017).  An example of the case-control appraisal form 
can be found in Appendix J.  The purpose of this article is improve the assessment and 
management of client at risk for committing suicide by comparing clinical variables among 
clients admitted to an inpatient mental health hospital unit.  Inclusion and exclusion criteria were 
clearly stated and the study is congruent with the authors’ purpose for answering the clinical 
question.  The study methods were clearly described and details surrounding the separation of 
mental health clients who recently completed a suicide attempt and mental health clients who 
had not recently completed a suicide attempt were provided.  The instruments used to measure 
the outcomes were the chi-squared test, the t-test, multivariate logistic regression, the MADRS, 
and the NGASR.  The variables (including the potential confounders of a number of unassessed 
clinical and/or socio-demographic factors) were clearly discussed.  The findings regarding the 
outcomes related to variables of significance (previous suicide attempts), MADRS scores, and 
NGASR scores were clearly described.  The authors were able to account for all participants at 
the end of the study and declared no conflict of interest.  The statistical methods measuring the 
chi-squared test, the t-test, and multivariate logistic regression were clearly described; variables 
of interest and significance levels are easily viewed in table format.  Statistical significance was 
discussed for the variable of previous suicide attempts accounting for future suicide attempts.  
The authors did not discuss a power analysis being performed to reach a sufficiently large 





past suicide attempts are an indicator for the potential for future suicide attempts.  Results also 
showed that levels of depression related to the MADRS was not related to suicide risk, and that 
NGASR scores showed a significant decrease for clients between their admission and discharge 
from the hospital.  No adverse events were discussed by the authors in the article.  The results of 
this study are applicable to the population of interest for this DNP project, showing that the 
NGASR is able to be used in the inpatient setting and demonstrates a decrease in scores as the 
client progresses to discharge.  The mental health clients’ and family’s values and preferences 
are not addressed in this article, but the results of the study should be included in a development 
of care recommendation.  After consideration of these criteria this study was given an evidence 
grade of “A.”  Appendix E offers an outline of studies reviewed and the corresponding quality of 
evidence assigned.        
Strength of Recommendation  
 The CCHMC (2017) LEGEND appraisal algorithm describes four levels of grading for 
the overall body of evidence.  An example of the grading the body of evidence form can be 
found in Appendix K.  These grading levels consist of high, moderate, low, and grade not 
assignable.  In general, a grade of “high” can be given to a body of high level studies with high 
quality of evidence.  Studies overall must be designed well, have sufficient validity, and share 
consistent, important clinical information.  A grade of “moderate” can generally be given to a 
body of studies with good designs, fair validity, and occasional uncertainty.  A grade of “low” 
can generally be given to a body of studies that are ranked as level 5, are expert opinions, have 
inconsistent results, and/or has poor study design.  The final category of “grade not assignable” 





on local opinion (CCHMC, 2017).  The body of evidence supporting the use of the NGASR was 
graded as “moderate” due to having multiple studies with good designs and measures of validity. 
 The CCHMC (2017) LEGEND appraisal algorithm discusses seven criteria to consider 
before ranking the practice change into the categories of strongly recommended, recommended, 
and insufficient evidence for recommendation.  An example of the judging the strength of a 
recommendation form can be found in Appendix L.  The seven criteria include the body of 
evidence grade, safety/harm of intervention, benefit to population, burden to population, cost-
effectiveness, directness, and impact on morbidity, mortality, and/or quality of life (CCHM, 
2017).  After consideration of the criteria, it is recommended that the NGASR be incorporated on 
a mental health hospital unit to assist nurses with assessing client suicide risk.  The body of 
evidence supporting this recommendation was determined to be moderate.  This practice change 
may yield significant benefits to nurses with minimal adverse effects.  Use of the NGASR by 
nurses would be cost-effective without adding a high degree of adherance burden.  There is a 
medium to high potential impact on morbidity, mortality, and/or quality of life.  Table 4 offers an 
outline of the strength of recommendation.   
Table 4 
Strength of Recommendation Table 
Recommendation 
(LEGEND) 
Strength of Evidence for 
Recommendation (LEGEND) 
References in Support 
of Recommendation  
It is recommended that 
the NGASR be 
incorporated on a 
mental health inpatient 
hospital unit to assist 
nurses with assessing 
client suicide risk and 
deciding when to 
place clients with 
safety sitters. 
Moderate – This body of evidence 
has multiple studies that are 
overall consistent and have some 
strong study designs. The complex 
nature of suicide requires 
continued psychometric 
verification of the NGASR.  
Cutcliffe & Barker, 2004;  
ENA, 2012; 
Façanha et al., 2016; 
Gramaglia et al., 2016; 
Kozel et al., 2016;  
RNAO, 2009; 






 This section provided an overview of the EBPI model and its application as the evidence-
based framework to guide this DNP project.  The exhaustive literature review yielded seven 
research studies that supported the nursing practice change of utilizing the NGASR on an 
inpatient mental health hospital unit to assess suicide risk in mental health clients.  The 
LEGEND critical appraisal tool was used to evaluate the seven research articles and determined 


















Chapter III. Project Implementation 
 This section provides an overview of the DNP project implementation process.  The 
project setting, population of interest, resources, ethical considerations, and legal considerations 
are addressed.  This section additionally speaks to DNP project stakeholders, DNP project 
barriers, DNP project facilitators, and DNP project outcome measures. 
Setting and Population of Interest 
 The setting of this DNP project was a 30 bed American Midwestern suburban public 
mental health inpatient hospital unit.  Adult mental health clients are admitted to this inpatient 
mental health hospital unit by a hospital-affiliated psychiatrist who feels the mental health clients 
pose a significant risk of harming themselves or other people.  The populations of interest for 
this DNP project were mental health clients and the 60 nurses on this mental health inpatient 
hospital unit who perform suicide risk assessments on mental health clients. 
Resource Identification 
 The resources identified as necessary for this DNP project implementation includes 
permission to use the NGASR (see Appendix A), permission to work with the nursing staff, 
paper and copying supplies, laptop computer, Microsoft® Office PowerPoint®, and this DNP 
project investigator’s time.  Permission to use the NGASR was free.  Permission to work with 
the nursing staff was free.  Paper and copying supplies were paid by the organization.  The 
laptop computer, Microsoft® Office PowerPoint®, and this project investigator’s time were 
covered by this project investigator.  These resources were considered for the DNP project 






Ethical and Legal Considerations 
 In compliance with ethical and legal standards, this DNP project received permission and 
approval from the NGASR creator, hospital administration, Wright State University Institutional 
Review Board (IRB), and hospital network IRB.  Permission to use the NGASR from the tool 
creator can be found in Appendix A.  Hospital administration’s permission to complete the DNP 
project can be found in Appendix M.  Wright State University IRB and hospital IRB’s 
determination that this DNP project does not meet the criteria for human subject research can be 
found in Appendices N and O respectively.  
 The voluntary nursing survey completed at the end of the project (see Appendix B) was 
able to maintain nursing participant confidentiality by de-identifying the nurses’ names.  The 
nursing surveys were completed at the end of the DNP project intervention and were placed 
together in an envelope by the participating nurses.  After the nursing survey collection and 
during the data analysis process the nursing surveys were stored in a locked container in the 
project investigator’s home office.  The project investigator had sole access to the locked 
container to protect DNP project data.  
Stakeholders 
 Stakeholders important to the process of change can include the inpatient mental health 
hospital unit administration, nurses, physicians, and mental health clients.  For this DNP project, 
the inpatient mental health hospital unit administrators were stakeholders because they allowed 
the intervention to take place on their hospital unit and created an atmosphere that supports 
evidence-based nursing practice.  The inpatient mental health hospital unit administrators also 





health hospital unit administrators additionally wanted to avoid the mental health client outcome 
of suicide, which can affect hospital ratings and is considered a sentinel event by accreditation 
bodies such as the Joint Commission (2016).  The nurses were stakeholders because they were 
the individuals completing the suicide assessments on the mental health clients.  The physicians 
on the inpatient mental health hospital unit were considered stakeholders as they also hold 
responsibility for the deciding aspects of medical care and the discharge of the mental health 
clients.  It is important to consider that nurses and physicians often work together to decide when 
mental health clients should be placed with a safety sitter.  The mental health clients who are 
being assessed were important stakeholders to this project as the measurement of suicide risk had 
implications for their health care outcomes.  Finally, the mental health community is considered 
a stakeholder as this DNP project can further inform other mental health professionals who may 
want to implement the NGASR into their care setting.  
Barriers to Implementation 
 The status quo is often considered to possess a level of comfort and familiarity, such that 
any deviation from “normal” has the possibility to be countered by discomfort and some level of 
resistance.  The no-suicide contract was popularized in the 1970s and is currently widely used in 
inpatient mental health hospital units (Bryan et al., 2017; Puskar & Urda, 2011).  It was expected 
that nurses would experience a level of resistance to changing their practice and incorporating 
the NGASR.  To mitigate the resistance to change, education was provided to the nursing staff 
on how using an empirically-tested evidence-based suicide risk assessment tool could potentially 
reduce the risk of litigation and improve the nurses’ clinical judgment related to suicide risk.  
Time was taken during the NGASR educational period to provide clarification to nurses who had 





was nursing workload.  Hospital nurses are often required to complete extensive charting in 
addition to dealing with frequent short-staffing (often due to call offs or lack of available staff).  
The use of the no-suicide contract is much quicker than taking the time required to assess a 
mental health client using the NGASR.  To mitigate concerns about nursing workload, education 
on the NGASR was provided via a Microsoft® Office PowerPoint® presentation so that nurses 
could receive the education at their convenience and not be distracted by their workload.  Nurses 
were additionally provided with assistance integrating the use of the NGASR into existing 
assessment routines.  An overview of stakeholders, potential barriers, and barrier mitigators can 
be found in Appendix P.  
Facilitators to Implementation 
 Improvement of client outcomes is the central objective and component of evidence-
based practice.  A facilitator for the mental health nurses was thought to be a desire to improve 
their practice and the quality of care they provide to mental health clients.  Both nurses and 
physicians on the inpatient mental health hospital unit have stated that no-suicide contracts were 
being over utilized and espoused a desire to incorporate a formal suicide risk assessment tool.  
Another facilitator was the potential for improved mental health client satisfaction due to mental 
health clients not feeling coerced by the use of the NGASR.  Inpatient mental health hospital unit 
administrators were also facilitators and encouraged NGASR incorporation in an effort to 
improve mental health client outcomes, improve mental health client satisfaction, reduce 
liability, save money from unnecessary use of safety sitters, and foster the education/abilities of 
the nursing staff.  An overview of stakeholders, potential facilitators, and facilitator aids can be 






Process for Implementation 
 To implement this DNP project a meeting was scheduled with the nurse manager and 
nurse educator of an inpatient mental health hospital unit.  During the meeting the DNP project 
investigator explained the intention of the DNP project and the importance of incorporating 
evidence-based practice when performing suicide risk assessments on mental health clients.  The 
nurse manager and nurse educator were provided with education on how no-suicide contracts 
were not based in evidence and have potential ethical implications for mental health clients 
(Bryan et al., 2017, Farrow, 2003; Lewis, 2007; McMyler & Pryjmachuk, 2008; Puskar & Urda, 
2011).  An overview was then provided of the NGASR as a feasible, evidence-based suicide risk 
assessment tool that has demonstrated validity and reliability with empirical testing.  The DNP 
project investigator engaged the nurse manager and nurse educator in a discussion on the 
NGASR’s potential benefits of improving mental health client quality of care and improving 
nurses’ clinical judgment related to suicide risk assessment.  After receiving verbal permission 
from the inpatient mental health hospital unit nursing administration to implement the NGASR 
this DNP project was submitted to both Wright State University and the agency’s IRB.  Both 
IRBs determined this DNP project did not qualify as human subjects research (see Appendices N 
and O). 
The inpatient mental health hospital unit nursing administration stated they preferred to 
utilize paper NGASR forms during the DNP project and would consider incorporation of the 
NGASR into the hospital network electronic healthcare record based on the DNP project results.  
Paper NGASR forms were developed and can be found in Appendix T.  The inpatient mental 
health hospital unit nursing administration also requested that nursing staff education on the 





uploaded to HealthStream® so that nursing staff completion could be tracked.  This educational 
presentation provided an overview of the NGASR, the evidence supporting using the NGASR 
over the no-suicide contract, and case studies for practice that were developed based on actual 
mental health client scenarios.  The 60 nursing staff were instructed by the inpatient mental 
health hospital unit nurse educator to view the educational presentation during the week prior to 
DNP project practice change.  The nursing staff were provided with the project investigator’s 
contact information to address any potential questions.  A copy of the DNP project nursing staff 
educational presentation can be found in Appendix U.  
On the practice change go-live date NGASR paper forms and collection trays were 
placed in the two nursing stations on the inpatient mental health hospital unit.  The nursing staff 
were encouraged by the inpatient mental health hospital unit nursing administration and DNP 
project investigator to stop incorporating the no-suicide contract and complete the NGASR for 
each mental health client once a shift.  The DNP project investigator was on site at the inpatient 
mental health hospital unit to meet with nursing staff and address any problems or questions with 
NGASR tool completion.  The DNP project investigator visited the inpatient mental health 
hospital unit to address nursing staff questions frequently during the first two weeks of the 
practice change and every seven to fourteen days for the rest of the two months after the NGASR 
practice change. 
Outcome Measures 
The DNP project outcomes speak to the overall purpose of the DNP project, which is to 
determine how the use of the NGASR compared to the use of a no-suicide contract is able to 
have an impact on nursing practice and mental health client quality of care.  The first outcome 





from using the no-suicide contract to using the NGASR.  Two months after providing education 
to staff nurses on use of the NGASR, de-identified written responses to the survey prompt 
“Please share your opinion on the process of changing to move away from using the no-suicide 
contract and incorporating the NGASR into your nursing practice” will be collected, compiled, 
and presented as a summary.  The second outcome measured for this DNP project looked at 
nursing perceptions regarding how their practice has changed after using the NGASR. Two 
months after providing education to staff nurses on use of the NGASR, de-identified written 
responses to the survey prompt “Please share your opinion on how the NGASR was able to 
change your practice and the quality of care received by clients in the mental health inpatient 
hospital unit setting” will be collected, compiled, and presented as a summary.  To provide 
context to the first two outcome measures, the nursing staff will additionally be asked to share 
how long in years they have been performing suicide risk assessments as a nurse. 
Quantitative outcome data was also sought to assess for potential correlation with 
changes to nursing practice and mental health client quality of care.  This data included the 
frequency (number of safety sitters initiated) and length (hours) of safety sitters used two months 
before and two months after providing education to the inpatient mental health hospital unit 
nurses on using the NGASR.  To offer context on inpatient mental health hospital unit acuity, 
information on the total number of mental health clients admitted and average length of hospital 
stay was collected for the two months before and two months after the nursing NGASR practice 
change.  Information on the frequency and length of safety sitters used as well as the number of 
mental health clients admitted and average length hospital stay was provided to the DNP project 
investigator by inpatient mental health hospital unit nursing administration.  The final 





health clients on the inpatient mental health hospital unit for two months before and two months 
after the nursing NGASR practice change.  Nurses’ level of clinical judgment when assessing 
mental health client suicide risk directly influences safety sitter use, costing the hospital an 
average of $15.93 an hour per sitter (B. Cox, personal communication, October 22, 2018).  The 
length in hours of safety sitters used two months before and two months after the intervention 
was multiplied by the organizational rate of pay for safety sitters to calculate changes in 
organizational cost that result from the intervention.  Appendix R displays an economic analysis 
of the costs and return on investment resulting from implementation of this project.  Appendix S 
summarizes outcomes that were measured and measurement approaches used during the 
implementation of the NGASR on the inpatient mental health hospital unit. 
Gantt Chart 
A Gantt chart is a visual representation of a project that details the steps to project 
completion, the person or group responsible for completing each step, and the length of time 
until project completion (Duffy, 2016).  A Gantt chart is an important tool that helps with project 
organization and time management (Duffy, 2016).  A Gantt chart was developed for this DNP 
project to illustrate the steps of NGASR nurse practice change implementation over time using 
the EBPI model (Levin et al., 2010).  Tasks within each step are identified and worked to guide 
the project investigator through the fifteen months to the DNP project completion.  This Gantt 
chart can be found under Appendix V. 
Summary 
 This section described the DNP project implementation process.  The NGASR was 





inpatient mental health hospital unit.  Consideration was given to resources, ethics, stakeholders, 
barriers, and facilitators prior to DNP project initiation.  After gaining DNP project approval 
from inpatient mental health hospital unit nursing administration, sixty nurses completed the 
computerized NGASR education module.  Two months after the NGASR practice change nurses 
were given a survey asking their opinions on the process of change to using the NGASR and the 
resulting change in mental health clients’ quality of care.  The inpatient mental health hospital 
unit nursing administration provided additional outcome measure information on the use and cost 

















Chapter IV: Project Evaluation 
 This section provides an overview of this DNP project evaluation process.  Attention will 
be given to the data collection process, evaluation of DNP project implementation, and 
evaluation of DNP project impact.  This section ends with a discussion of the statistical 
procedures used for data analysis.  
Data Collection Process and Procedures 
 During the final week of the two month NGASR practice change the nursing staff were 
encouraged to complete a voluntary de-identified survey asking years of experience completing 
suicide risk assessments, their opinions on the process of change to using the NGASR, and their 
opinions on the resulting change in quality of care given to their mental health clients (see 
Appendix B).  A manila envelope and 30 surveys were placed in each of the two nursing stations 
on the inpatient mental health hospital unit for completion at the nurses’ convenience.  On the 
final day of the DNP project the DNP project investigator visited the inpatient mental health 
hospital unit to collect the surveys.  The inpatient mental health hospital unit nursing 
administration tracked and recorded information on the frequency and length of safety sitters 
used as well as the number of mental health clients admitted, average length hospital stay, and 
occurrence of suicide for two months before and two months after the NGASR practice change.  
The inpatient mental health hospital unit nursing administration provided this data as well as 
information on the organizational rate of pay for safety sitters to the DNP project investigator.  
The nursing surveys and data supplied by the inpatient mental health hospital unit nursing 
administration were stored in a locked container in the DNP project investigator’s home office.  





Evaluation of Implementation 
 In order to evaluate the DNP project implementation it was important to capture the 
nursing staff’s feelings on the process of changing their practice.  Two months after the DNP 
project intervention the nursing staff were asked to answer the survey prompt “Please share your 
opinion on the process of changing to move away from using the no-suicide contract and 
incorporating the NGASR into your nursing practice.” This qualitative measure was explicated 
by comparing answers to search for theme, similarities, and differences.    
Evaluation of Impact 
 In order to evaluate the DNP project impact it was important to capture the nursing staff’s 
feelings on how the NGASR was able to change their practice and mental health clients’ quality 
of care.  Two months after the DNP project intervention the nursing staff were asked to answer 
the survey prompt “Please share your opinion on how the NGASR was able to change your 
practice and the quality of care received by clients in the mental health inpatient hospital unit 
setting.”  This qualitative measure was explicated by comparing answers to search for themes, 
similarities, and differences.  The DNP project impact was additionally quantitatively evaluated 
by determining the frequency of safety sitters used, the length in hours of safety sitters used, the 
cost of safety sitters used, and the frequency of mental health client suicide two months before 
and two months after the DNP project intervention. 
 Statistical Procedures for Data Analysis.  The data for this DNP project were analyzed 
using descriptive statistics to describe and gain understanding of the nurses’ experience and 
outcomes related to the practice change.  Inferential statistics were not used as the objective of 





p. 4). The nursing staff survey was able to provide a breakdown of average nursing experience 
with suicide risk assessments and rate of survey completion.  Information on number and length 
of safety sitters used, cost of safety sitters, total number of mental health clients admitted, 
average length of mental health client hospital stay, and incidence of mental health client suicide 
during hospitalization were compared for two months before and two months after the practice 
change, where differences were expressed as a percentage. The agency IRB prevented the DNP 
project investigator from directly collecting information from mental health client charts, as the 
information requested could be obtained through sources other than the medical record. The 
inability to directly collect information from the medical record prevented more extensive data 
analysis.      
Summary 
 This section described the data collection process for this DNP project.  Information on 
the evaluation of DNP project implementation and impact was collected at the end of the DNP 
project through a voluntary de-identified nursing survey.  Additional information on number and 
length of safety sitters used, cost of safety sitters, total number of mental health clients admitted, 
average length of mental health client hospital stay, and incidence of mental health client suicide 
while hospitalized was provided to the DNP project investigator at the end of the DNP project by 
the inpatient mental health hospital unit nursing administration.  Finally, this section discussed 
the plan to use descriptive statistics to describe and gain understanding of the nurses’ experience 







Chapter V: Project Findings 
 This section provides an overview of this DNP project’s findings.  This overview will 
address findings related to DNP project implementation, findings related to DNP project impact, 
and quantitative DNP project outcomes.  This section will additionally discuss DNP project 
clinical significance, factors facilitating or hindering outcomes, recommendations for the future, 
and plans for DNP project dissemination. 
Findings Related to Implementation 
 Twenty-two out of sixty nurses (36.7%) completed the nursing survey at the end of the 
DNP project.  Nurses who completed the survey reported an average experience of 8.67 years 
(standard deviation ± 11.36) completing suicide risk assessments on mental health clients. 
Nursing staff’s answers to the survey prompt “Please share your opinion on the process of 
changing to move away from using the no-suicide contract and incorporating the NGASR into 
your nursing practice” were sorted into positive, neutral, and negative responses.   
There were four nursing responses that indicated the process of changing from the no-
suicide contract to the NGASR was positive.  One nursing response felt the process of changing 
to use the NGASR was beneficial, stating it “offered more quantifiable criteria” that could not be 
manipulated like the no-suicide contract.  Two other nursing responses felt the process of 
changing to use the NGASR was helpful with increasing understanding and attention to the 
mental health client’s history and current situation.  The last nurse responded that “a contract is 
not a valid tool, it offers false security that a patient will not hurt themselves.”  This nurse further 
stated the “NGASR is a good tool” and supported its use during admission assessment and 





There were seven nursing responses that viewed the process of changing from the no-
suicide contract to the NGASR as neutral.  These nursing responses acknowledged the NGASR 
offered more in-depth information but stated mental health client assessment was “a longer 
process.”  Two nursing responses indicated the process of change was “useful,” although it was 
felt the scoring and resulting interventions should be adjusted before further use on the inpatient 
mental health hospital unit.  Another nurse felt using the NGASR worked “well on the [low 
acuity hall] but not very well on the [high acuity hall],” as it was “very difficult to get the 
patients to answer the questions.”  One nurse stated they felt the NGASR indicated many more 
mental health clients should be placed with safety sitters and there was not enough staff available 
to meet the NGASR recommendations.  Another nursing response was “I am not familiar with 
the NGASR.”   
Finally, there were eleven nursing responses that viewed the process of changing from 
the no-suicide contract to the NGASR as negative.  Five responses felt the NGASR categorized 
too many mental health clients as inappropriately needing to be with safety sitter or transferred to 
the high acuity hall.  Two nursing responses stated they felt the NGASR was too “time-
consuming” and “not practical.” One nursing statement mentioned they felt the no-suicide 
contract was “more accurate than the NGASR” with assessing suicide risk.  Another nursing 
response detailed they felt as though the NGASR was “very repetitive” as they continued asking 
“some of the questions we cover on admission.” Another two nursing response stated “I didn’t 
care for the NGASR” with no further explanation.  A summary of the positive, neutral, and 








DNP Project Implementation Summary Table 
 Positive Responses 
 













- Changing to the 
NGASR “offered more 
quantifiable criteria” 
that could not be 
manipulated like no-
suicide contract, which 
“is not a valid tool [and] 
offers false security.” 
Nurses felt increased 
understanding and 
attention to the mental 
health client’s history 
and current situation. 
  
- Changing to the 
NGASR offered more 
in-depth information 
but assessment was “a 
longer process.” While 
“useful,” the scoring 
and interventions 
should be adjusted as 
many more mental 
health clients were 
recommended to be 
placed with a safety 
sitter.  




and “not practical” as 
many mental health 
clients were 
inappropriately 
recommended to be with 
a safety sitter. This made 
one nurse feel as though 
the no-suicide contract 
was “more accurate than 
the NGASR.” 
 
Findings Related to Impact 
 Nursing staff’s answers to the survey prompt “Please share your opinion on how the 
NGASR was able to change your practice and the quality of care received by clients in the 
mental health inpatient hospital unit setting” were sorted into positive, neutral, and negative 
responses.  There were thirteen nursing responses that indicated the NGASR was able to 
positively impact their practice and the quality of care received by mental health clients.  Five 
nurses felt using the NGASR was able to increase their awareness and insight into their mental 
health client’s history.  Four other nurses replied that the NGASR was helpful with paying 
attention to other characteristics of suicide risk instead of just asking if the mental health client 
was suicidal.  Another nurse stated the NGASR was “very helpful” specifically with “critical 





assessment by offering the nurse “a better feel for the [mental health client’s] probability of a 
terminal event.”  A further nursing statement was the NGASR was “a far more effective tool for 
assessment” than the no-suicide contract, which “certainly lacks effectiveness and is almost false 
reassurance.” 
 There were three neutral nursing responses to the NGASR changing their practice and the 
quality of care for mental health clients.  One survey response was blank, one stated “I am not 
familiar with the NGASR,” and one stated the NGASR was “helpful as an assessment tool but 
not as a level of care placement tool.” 
 Finally, there were six negative nursing responses to the NGASR changing their practice 
and the quality of care for mental health clients.  Two nursing responses stated the NGASR made 
assessment “more time-consuming” and was “more work for [nurses].”  Another nurse said “No 
change in my practice,” if a mental health client truly wants to end their life “they have the 
control. Not us!”  Two other nurses stated “It didn’t” change my practice and “I don’t feel much 
has changed.”  The last nursing response stated “I don’t recall a single episode of us moving a 
patient to the [high acuity hall] or [placing them with a safety sitter].”  A summary of the 














DNP Project Impact Summary Table 
 Positive Responses 
 













- The NGASR increased 
nurses’ awareness and 
insight into mental 
health client history and 
other characteristics of 
suicide risk. The 
NGASR was “very 
helpful” with “critical 
thinking” and was “good 
for charting.” The 
NGASR was “a far 
more effective tool for 
assessment” than the no-
suicide contract, which 
“certainly lacks 
effectiveness and is 
almost false 
reassurance.” 
- The NGASR was 
“helpful as an 
assessment tool but not 
as a level of care 
placement tool.” 
The NGASR made 
assessment “more time-
consuming” and was 
“more work for 
[nurses].” The NGASR 
did not change nursing 
practice and no mental 
health clients were 
moved to the high acuity 
hall or placed with a 
safety sitter after being 
assessed. If a mental 
health client truly wants 
to end their life “they 
have the control. Not 
us!” 
 
Quantitative Outcome Measures 
 The quantitative outcomes measured for this DNP project included the number of safety 
sitters initiated, the length (in hours) of safety sitters used, cost (in dollars) of safety sitters used, 
the total number of mental health clients hospitalized, average length (in days) of mental health 
client hospital stay, and the total number of mental health clients completing suicide during their 
hospitalization for two months before and two months after the practice change. Table 7 displays 
the outcomes measured for this DNP project and the percentage change between the 








Outcomes Measured June 26, 2018 to 
August 21, 2018 
 
August 22, 2018 to 
October 17, 2018 
Percentage Change 
Number of Safety 
Sitters Initiated 
 
9 5 -44.44% 
Length (in Hours) of 
Safety Sitters Used 
 
891.23 207.13 -76.76% 
Cost (in Dollars) of 
Safety Sitters 
 
$14,197.29 $3,299.58 -76.76% 
Total Number of 
Mental Health Clients 
Hospitalized 
 
1,310 1,280 -2.29% 
Average length (in 




9.97 8.41 -15.65% 
Total Number of 




0 0 0% 
 
Clinical Significance 
 According to the exhaustive literature review for this DNP project, this is apparently the 
first written account describing the implementation and evaluation of the NGASR for a North 
American inpatient mental health hospital unit.  The results of this DNP project indicated nurses 
felt the process of changing to use the NGASR was overall neutral (31.82%) to negative (50%).  
Many nurses were concerned with NGASR being “a longer process” (“NGASR Survey,” 2018), 
“time-consuming” (“NGASR Survey,” 2018), and “repetitive” (“NGASR Survey,” 2018) 





were completing the NGASR on paper forms (as opposed to entering the assessment in the 
electronic healthcare record).  Many nurses also felt the NGASR rated a large number of mental 
health clients as being a “very high” level of suicide risk, which encourages the nurse to consider 
placing the mental health client with a safety sitter.  Despite NGASR recommendations, many 
nurses felt a large number of the mental health clients did not need to be placed with a safety 
sitter.  This could be related to nursing knowledge, experience, attitudes and/or staffing 
resources.  Nurses who did respond positively (18.18%) to the process of change liked that the 
NGASR incorporated more objective information compared to the no-suicide contract.  These 
nurses also felt the no-suicide contract could be manipulated by the mental health client and 
“offers false security.” 
 Compared to the process of change, a majority of nurses provided neutral (13.64%) to 
positive (59.09%) responses when asked how the NGASR changed their practice and mental 
health client care.  Many nurses felt the NGASR increased awareness and insight into the mental 
health clients’ problems and history.  Other nurses described the NGASR as being helpful with 
assessment and critical thinking related to mental health client care.  Nurses who responded 
negatively (27.27%) felt the NGASR did not change their practice and mental health client 
quality of care (including placing mental health clients with safety sitters). 
During the two months of NGASR incorporation on the inpatient mental health hospital 
unit the use of safety sitters decreased by 44.44% compared to the prior two months using the 
no-suicide contract.  The inpatient mental health hospital unit also saw a 76.76% ($10,897.71) 
decrease in money spent on safety sitters during the two months of NGASR incorporation 
compared to the prior two months using the no-suicide contract.  The two months of NGASR use 





length of stay compared to the two months of using the no-suicide contract.  The decrease in 
safety sitter use and cost may indicate correlational changes resulting from nurses using the 
NGASR or could result from lower mental health client acuity.  It is also important to note that 
no mental health clients completed suicide during their hospitalization for the two months before 
and after the NGASR practice change. 
Factors Facilitating or Limiting Outcomes 
 This DNP project experienced both facilitating and limiting factors related to outcomes.  
A significant facilitating factor to outcomes was the inpatient mental health hospital unit nursing 
administration, who were supportive of incorporating evidence-based nursing practice.  On the 
other hand, the inpatient mental health hospital unit nursing administration’s role in assisting 
with DNP project implementation may have caused the nursing staff to feel coerced into 
participation.  An additional limiting factor to outcomes was the project investigator not being 
able to provide initial NGASR education face-to-face with nursing staff.  This was due to 
inpatient mental health hospital unit nursing administration wanting to track staff completion of 
an online HealthStream® education module, which consisted of watching a Microsoft® Office 
PowerPoint® presentation (See Appendix U).  The DNP project investigator received no e-
mailed questions, so the nursing staff may have felt more comfortable asking questions in 
person.  Another limiting factor to outcomes was the DNP project investigator not being able to 
hold a nursing staff meeting to discuss the DNP project and distribute nursing surveys, which 
may have contributed to low nursing survey completion (36.7%).  This was due to the end of the 
DNP project not coinciding with the schedule of inpatient mental health hospital unit staff 
meetings.  An additional limiting factor to outcomes was the project investigator not being able 





health hospital unit nursing administration wanting to initially test the NGASR’s use on paper.  
In the findings related to both implementation and impact nurses stated completing the paper 
NGASR was more “time-consuming” than using the no-suicide contract.  Incorporating the 
NGASR into the electronic healthcare record may lessen the time required to complete the 
assessment, as static factors (which remain unchanged during the mental health client’s hospital 
stay) could be imported into each nurse’s shift charting.  One final limiting factor would be the 
NGASR’s intervention recommendation to consider a safety sitter for mental health clients who 
were scored as a very high risk of suicide.  While the decision to place a mental health client at 
“very high” risk of suicide with a safety sitter is worth consideration, nurses felt as though there 
were not enough staffing resources to place a safety sitter with the large number of mental health 
clients who scored as a “very high” suicide risk.  
Recommendations for Future 
 It is recommended the NGASR undergo further incorporation and study for use on 
inpatient mental health hospital units.  Future evidence based practice (EBP) projects should 
study how incorporating the NGASR into the electronic healthcare record is able impact nurses’ 
perception of workload and assessment of mental health clients.  It is additionally recommended 
that future EBP projects provide initial NGASR education and data collection in person rather 
than through a computer to ensure nursing staff comprehension and encourage completion of 
surveys.  The nursing staff also reported that many mental health clients were being scored as a 
“very high” level of suicide risk and that there were not enough staffing resources to place the 
mental health clients with a safety sitter.  Further consideration should be given to developing 
alternative NGASR interventions besides safety sitters for mental health clients who score as a 





Midwestern population to assess for any unique characteristics that would place this population 
at a higher risk for suicide.  
Dissemination 
 The findings from this DNP project will be disseminated in a report to the administrative 
personnel and staff at the hospital where the nursing practice change took place.  There are also 
plans to develop a poster that will be on display in a staff hallway of the inpatient mental health 
hospital unit where the practice change took place.  The findings of this DNP project will 
additionally be submitted for presentation at a national nursing conference and for publication in 
a peer-reviewed professional journal.  Finally, this project will be submitted to Wright State 
University and the University of Toledo for partial fulfillment of a Doctor of Nursing Practice 
degree.  
Conclusion 
Suicide is an often preventable worldwide problem that claims over 800,000 lives 
annually and is the second highest cause of death for people between the ages of 15 and 29 
(NIMH, 2017; WHO, 2017).  The practice of asking mental health clients to agree to a no-
suicide contract is widely used but is not based in evidence, discourages clinical judgment, and 
can have ethical implications for the mental health client (Bryan et al., 2017).  The use of a 
standardized suicide risk assessment tool can address these concerns (Façanha et al., 2016; Kozel 
et al., 2016).  The NGASR was selected from a variety of suicide risk assessment tools for 
incorporation into clinical practice on an inpatient mental health hospital unit in the Midwestern 
U.S.A.  The NGASR has been shown to be based in evidence, encourages nursing clinical 





ethically considerate of the mental health client.  This DNP project was able to provide an 
overview of the evidence behind the NGASR, the process of implementation in the inpatient 
mental health hospital setting, and the resulting effects of the nursing practice change and mental 
health client outcomes.  After analysis of findings, it is recommended the NGASR undergo 
further incorporation and study on inpatient mental health hospital units to determine if utilizing 
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Appendix A: Permission to Use NGASR 
 This gives permission to use the Nurses’ Global Assessment of Suicide Risk scale to 
Tyler D. Green for the purpose of his Doctorate of Nursing Practice project. The instrument may 
be reproduced in a quantity appropriate for this project. 
Signed, 
 
John R. Cutcliffe, PhD 














Appendix B:  Nursing Survey 
Nurses Global Assessment of Suicide Risk (NGASR) Survey 
To be completed by nurses currently performing suicide risk assessments on clients in a mental 
health inpatient hospital unit 
 
 




Please share your opinion on the process of changing to move away from using the no suicide 






Please share your opinion on how the NGASR was able to change your practice and the quality 





Appendix C: Literature Evaluation Tables 








































































18 nurses was 
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-NGASR is simple to use and 
reports high face/content validity 
and user satisfaction. 
 
Limitations 
-There was no large scale 
quantitative validation. 
 
-Authors are not clear on the 
number and credentials of the 
first expert panel. 
 
Risk/Benefit 
- Risk is high due to affecting the 
assessment of suicidal patients. 
Further testing required. Can save 
lives if effective. 
 
Feasibility 
-Incorporation of the NGASR is 
feasible for the practice setting. 
 
Level of Evidence  
-5a 
© 2007 Fineout-Overholt. 













































































































-33% M and 
67% F aged 
19-79 
 





















- Consensus by 
expert panel 
 
























































- Large sample size 
 
Limitations 
-Further testing is 







suicidal patients is 
risky. Further testing 
needed. Can save 
lives if effective  
  
Feasibility 
-Incorporation of the 
NGASR is feasible 
for the practice 
setting 
 
Level of Evidence  
-2a 
© 2007 Fineout-Overholt. 
















































































































- The NGASR 
was completed 
on 12 case 

























, 95% CI: 
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-Further testing is needed for 




- Risk is high due to affecting 
the assessment of suicidal 
patients. Further testing required. 
Can save lives if effective 
 
Feasibility 
-Incorporation of the NGASR is 
feasible for the practice setting 
 
Level of Evidence  
-4a 
© 2007 Fineout-Overholt. 




Literature Evaluation Related to the Nurses’ Global Assessment of Suicide Risk (NGASR) 
















Findings Appraisal: Worth 
to 
Practice 
van Veen, M., 
van Weeghel, 
I., Koekkoek, 
B., & Braam, 
A. (2015). 
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- ICC scores of 












for 5 items). 
 
-Cronbach’s 












-Large sample size 
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suicidal patients is 
risky. Further 
testing needed. Can 





the NGASR can 
assist judgment and 
is feasible 
 
Level of Evidence  
-2a 
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- The NGASR 
was identified as 
a tool “that may 
be helpful in the 
assessment of 
suicide risk” 




- Provides a broad 
overview for caring 
for the suicidal client 
 
Limitations 
- Does not take into 






- Altering the 
assessment of 
suicidal patients is 
risky. Further testing 
needed. Can save 





Level of Evidence  
- 5a 
© 2007 Fineout-Overholt. 

























































































































- Evidence was 
leveled using 




- The NGASR 
was determined 
to have Level B 
– Moderate 
grade as a 
suicide risk 
assessment tool 
that is feasible, 
valid and reliable 
for use in the 
emergency care 





- Provides overview of a 
large number of suicide 
risk assessment tools. 
 
Limitations 
- Does not take into 
account the most up-to-




- Altering the 
assessment of suicidal 
patients is risky. Further 
testing needed. Can save 
lives if effective 
  
Feasibility 
- Feasible for emergency 
care setting 
 
Level of Evidence  
- 5a 
© 2007 Fineout-Overholt. 
 




Literature Evaluation Related to the Nurses’ Global Assessment of Suicide Risk (NGASR) 
















Findings Appraisal: Worth to 
Practice 
Gramaglia, 
C., Feggi, A., 
Bergamasco, 
P., Bert, F., 
Gattoni, E., 
Marangon, 



















7, 1-6.  
Conceptual 
Framework 























































- 46 pts aged 18 
and older, 
23.91% M and 






































































not related to 
























- Data was analyzed in a 
real-life hospital setting 
 
Limitations 
- Modest sample size 
with limited number of 
variables (unable to 
account for all clinical 
and/or socio-




- Altering the 
assessment of suicidal 
patients is risky. Further 
testing needed. Can save 
lives if effective 
  
Feasibility 
- NGASR is feasible for 
inpatient setting. 
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TABLE OF EVIDENCE LEVELS: Levels of Individual Studies by Domain, Study Design, & Quality 
 












































































































































































































































































































































































































































































   
4a 
4b 































Meaning / KAB+  
1a 
1b 
   
2a 
2b 
   














 * a = good quality study       b = lesser quality study 
 + 
CCT = Controlled Clinical Trial       KAB = Knowledge, Attitudes, and Beliefs       RCT = Randomized Controlled Trial 
 
Shaded boxes indicate study design may not be appropriate or commonly used for the domain of the clinical question. 
 
Development for this table is based on:  
1. Phillips, et al: Oxford Centre for Evidence-based Medicine Levels of Evidence, 2001. Last accessed Nov 14, 2007 from HUhttp://www.cebm.net/index.aspx?o=1025UH. 





Appendix E: Table of Recommendation for Practice Change 
 
Table of Recommendation for Practice Change 
 
Recommendation Reference in 
Support of 
Recommendation  









   
 
1. Incorporate the 
NGASR on an 
inpatient mental 
health hospital 
unit to assist 
nurses with 
assessing client 
suicide risk and 
provide guidance 
on placing clients 
with safety sitters. 





High face and 
content validity on 
NGASR determined 









 Façanha et al., 
2016 
Study with large 
sample size (n = 
109). High content 
validity of NGASR 
determined by 
expert panel. 
















 Kozel et al., 2016 Study was able to 





professionals (n = 





 van Veen et al., 
2015 
Study with large 
sample size (n = 
252). High face 
validity of NGASR 
determined by 
expert panel. The 
study also 
demonstrated good 
levels of interrater 
reliability and 
content validity for 
the NGASR. 
Construct validity 
of the NGASR was 
determined to be 
adequate. Study 
described NGASR is 













NGASR was a tool 
“that may be 












(RNAO, 2009, p. 
101). 
 




was analyzed using 











determined to have 
Level B – Moderate 
grade as a suicide 
risk assessment tool 
that is feasible, 
valid and reliable 
for use in the 
emergency care 











analysis to try and 
determine factors 
linked with suicide 
risk. NGASR was 
used with clients 
on an inpatient 
setting, showed a 










Appendix F: Expert Appraisal Form 
 
 
















Appendix G: Mixed Method Appraisal Form 
 
 


















Appendix H: Cross-Sectional Appraisal Form 
 
 

























































































Appendix K: Grading the Body of Evidence 
 
 




Appendix L: Judging the Strength of a Recommendation 
 
 





























Appendix O: Agency IRB 
 
 





Appendix P: Barriers 
 
 







Nurses Workload – The staff face 
many challenges with time, 
including attending to client 
care/needs, administering 
medications, charting, and 
ensuring mental health 
client safety. Resistance 
may come from the addition 
of a risk assessment tool. 
- Education on the NGASR 
was provided to nursing staff 
via an online computer 
module where nurses can 
view at their convenience. 
 
- Education was provided to 
nursing staff on ways to 
integrate the NGASR into 
daily routine to mitigate any 







Nurses Nurses May Not See 
Benefit of Change – 
Despite many nurses on the 
unit being open to change, 
some nurses may feel the 
change is not beneficial or 
necessary. 
 
- Education on the use and 
potential benefits of the 
NGASR was provided to 
nursing staff. 
 
- Clarification was provided 
to nurses regarding any 
misconceptions that may be 







Nurses Nurses May Feel 
Comfortable With Their 
Current Routines and Not 
Want Change – Many 
nurses will develop a 
routine which they feel may 
help with organization and 
time management. Change 
to this routine introduces an 
element of uncertainty that 
can make nurses feel 
uncomfortable. 
- Education was provided to 
nursing staff on ways to 
integrate the NGASR into 
daily routine. This may 
minimize impact on existing 
routines. 
 
- Plan, Do, Study, Act Cycle 
was used to facilitate change 
caused by implementation of 
the NGASR. 




Appendix Q: Facilitators 








Supportive Culture – The 
nurses and physicians are 
client-centered and are 
generally open to learning 
more about EBP 
interventions. Nurses and 
physicians desire decreased 
liability and have discussed 
the need for a suicide risk 
assessment tool for practice. 
 
- Support of the inpatient 
unit nurses assisted with 
intervention adoption. 
Education was provided to 
the nursing staff regarding 
the use of the NGASR via an 










Administrative Support – 
The unit manager and nurse 
educator are supportive and 
encouraging of EBP 
implementation. 
Administration desires 
decrease liability resulting 
from mental health client 
harm and money saved from 
decrease in unnecessary use 
of safety sitters.  
 
- Support of the inpatient 
unit manager and educator 
assisted with intervention 
adoption. Education was 
provided to mental health 
inpatient unit management 
regarding the NGASR and 









Availability of Resources 
for Change – A unit nurse 
educator works with 
inpatient nurses and 
provides resources to keep 
them updated on changing 
hospital policies and EBP. 
 
- Involvement of the existing 
unit educator can assist with 
intervention adoption. The 
implementation of the 
NGASR was discussed with 
unit educator to assess 








No to Low Economic 
Burden – The use of the 
NGASR can be completed 
after being printed on pages 
of paper. 
 
- The low economic burden 
of using the NGASR was 
discussed with inpatient unit 
management. Interventions 
with low economic burden 
may be adopted easier than 














Item Expense 2 Month Expense 
Permission to use the NGASR for DNP project. Free Free 
Permission to work with the nursing staff. Free Free 
DNP project investigator’s time. Free Free 
Use of DNP project investigator’s laptop computer 
and Microsoft® Office PowerPoint® program. 
Free Free 
Paper printed for nursing survey and distribution 
of NGASR tool used by nursing staff during 
assessment of mental health clients. 
 
7 reams @ 
$4.99/ream 
$34.93 
Total Expense $34.93 
Item ROI 2 Month ROI 
Accurate assessment of suicide risk has the 
potential to reduce false positives of nursing staff 
rating high risk for mental health client self-harm, 
reducing unnecessary use and cost of safety sitters.  
The two months after the NGASR practice change 
saw a decrease in safety sitter use by 44.44% and a 
reduction in length of safety sitter use by 76.76%.  
The decrease in safety sitter use and cost may 
indicate correlational changes resulting from 
nurses using the NGASR or could result from 
lower mental health client acuity. 
 
 




Total ROI $10,862.78 




Appendix S: Outcome Measures 
Outcomes to be Measured Measurement Approach 
1. Nursing perceptions about the process of 
changing from use of the no-suicide contract 
to the NGASR. 
-Two months after providing nursing staff 
education on use of the NGASR, voluntary 
de-identified written responses to the prompt 
“Please share your opinion on the process of 
changing to move away from using the no-
suicide contract and incorporating the 
NGASR into your nursing practice?” will be 
collected, compiled, and presented as a 
summary. 
2. Nursing perceptions about how the 
NGASR was able to change their nursing 
practice and mental health client quality of 
care. 
-Two months after providing nursing staff 
education on use of the NGASR, voluntary 
de-identified written responses to the prompt 
“Please share your opinion on how the 
NGASR was able to change your practice and 
the quality of care received by clients in the 
mental health inpatient hospital unit setting?” 
will be collected, compiled, and presented as 
a summary. 
3. Length of time (in years) nursing staff have 
been performing suicide risk assessments as a 
nurse. 
-Two months after providing nursing staff 
education on the use of the NGASR, 
voluntary de-identified written responses to 
the prompt “Please share how long you have 
been performing suicide risk assessments as a 
nurse” will be collected, compiled, and 
presented as a summary.  
4.  Frequency (safety sitters initiated) and 
length (in hours) of safety sitters used two 
months before and two months after 
providing education on the NGASR to 
nursing staff.  To provide context of inpatient 
mental health hospital unit acuity, information 
on the total number of mental health clients 
admitted, average length of mental health 
client hospital stay, and completed suicides 
for inpatient mental health clients was 
collected for the two months before and two 
-Information on frequency, length, number of 
inpatient mental health clients admitted, and 
average length of inpatient mental health 
client hospital stay to be collected and 
provided to DNP project investigator by 
inpatient mental health hospital unit nursing 
administration. 
 


























months after the nursing NGASR practice 
change. 
5. Cost of safety sitters assigned to mental 
health clients on the mental health inpatient 
hospital unit for two months before and two 
months after providing nursing education on 
the NGASR. 
- The length in hours of safety sitters used 
two months before and two months after the 
intervention was multiplied by the 
organizational rate of pay for safety sitters to 
calculate changes in organizational cost that 
result from the practice change. 















Appendix U: Nursing NGASR Education Presentation 
 
 













































































































































Appendix V: Gantt Chart 
Project Implementation Table 





































Step 1: Describe the problem 
 Identify problem, 
stakeholders, barriers, and 












          
Step 2: Formulate focused clinical                    
            question 




            
Step 3: Search for the evidence 
 Identify key words and 












         
Step 4: Appraise and synthesize  
            evidence 
 Critically appraise, level, and 
grade evidence.  






        
Step 5: Develop aim (goal) statement 
 Develop Aim statements, 
defend proposal, and 
complete IRB application. 
       
x 
        
Step 6: Plan-Do-Study-Act cycles 
 Provide education to nurses, 
implement change, study 
effects of change, and 
incorporate knowledge 
gained. 















Step 7: Dissemination of best 
practices 
 Final project defense. 
           
 
   
x 
 
x 
